The California Office of AIDS is currently perform-
ing death certificate searches on a monthly basis,
including a review of racial or ethnic classification as
marked on the death certificate and has initiated a retro-
spective search of deaths from the period 1980-87. Dis-
crepancies in classification are sent to the field staff in
reporting counties, and they reevaluate information on
decedent and parents and may change the classifica-
tions. We suggest that other jurisdictions may also want
to evaluate AIDS deaths among minorities by perform-
ing similar death certificate searches. The problem of
misclassification might also be reduced by developing
uniform and specific instructions for determining His-
panic status to all persons completing AIDS reporting
forms.
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SYNopSis . .....coiiiii i i et

This cross-sectional survey was undertaken to exam-
ine whether the homeless poor have a higher preva-
lence of risk factors for ill health than the nonhomeless
poor. Seventy-one adults in four age groups who
attended a free-meal program in northern California
were recruited during a 1-month period in 1987. The
majority of the respondents lived on the streets, in vehi-
cles, or in substandard housing located in an area

undergoing rapid urban redevelopment. Regardless of
employment or government assistance, the income of
100 percent of the respondents fell below the Federal
poverty level.

Overall, the sociodemographic profile of the study
population was remarkably similar to that of the gen-
eral population of California adults. Sixty-six percent
had completed high school, 78 percent had lived in the
city for 5 or more years and, at most, 23 percent
reported serious alcohol or emotional problems. When
compared with the nonhomeless poor, the homeless
poor were slightly less educated, more mobile, and
more likely to report alcohol and emotional problems.

Larger differences were evident for health-related
variables, with the homeless poor being significantly
less likely to have health insurance coverage, to receive
preventive health care, and to be nonsmokers than the
nonhomeless poor (P values <.05). There were also
large differences in access to heated rooms, running
hot water, and cooking facilities, with approximately
90 percent of the homeless poor reporting no access to
these fundamental necessities.
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A STRONG ASSOCIATION between socioeconomic sta-
tus and disease has been documented consistently over
the last two decades, with the highest rates of illness
and death occurring among those who are most impov-
erished (/—4). This association persists across most dis-
eases with few exceptions and continues for the entire
life span of both males and females (/, 2). In recent
years, the adverse effects of low socioeconomic status
on health have become a public health problem of
major concern because of the increasing numbers of
those who are homeless and very poor (5, 6).

Although there is a growing body of literature on the
health of homeless and very poor adults (7-/8), much
of it is compromised by methodologic and analytic
problems (7-11, 14). For the most part, studies have
lacked standardized definitions of health problems, col-
lected data on small unrepresentative samples, analyzed
results for overall samples without examining whether
heterogeneous subgroups might be represented, and
focused on individual risk factors without exploring fac-
tors in the social and physical environments that might
contribute to poverty and disease. Much of the research
conducted to date has originated from the field of psy-
chiatry and suggests that factors such as alcohol abuse,
mental illness, the existence of large families, and tran-
siency account for homelessness and the subsequent
risk of poor health (7-10). The contributions of
environmental risk factors, such as unemployment, un-
availability of health insurance, and lack of preventive
health care services have rarely been explored (12, 16).

This cross-sectional survey is the first in a series of
studies that will begin to delineate different subgroups
within the homeless and very poor whose risk factors
for ill health may differ significantly. This report pre-
sents results from an initial survey that allowed us to
compare the sociodemographic and health profiles of
two subgroups within a population of impoverished
adults to generate hypotheses for a large-scale survey of
those who were homeless.

Methods

The survey was conducted at an independent non-
profit program in San Jose, CA, that provides free
meals and social services to adults and children living
in poverty. Those who attend the free-meal program
live in a downtown area that is undergoing rapid urban
redevelopment where most of the housing is old and
poorly maintained. Most of the guests receive their food
from soup kitchens, obtain their clothing from donated
sources, have no private transportation, and receive
medical care from emergency rooms or county clinics.

Adult women and men were recruited from four age
groups (20-29, 30-39, 40-49, 50 and older) over a

‘Overall, the sociodemographic profile of
the study population was remarkably
similar to that of California adults: 66
percent had completed high school, 78
percent were long-term residents of the
community, and at most 23 percent
reported serious alcohol or emotional
problems.’

1-month period in the spring of 1987. All age-eligible
persons were recruited regardless of appearance or
behavior until a quota of 10 adults in each age and sex
group was met (total N =80). Although our future work
will focus on homeless adults, this survey included poor
persons regardless of whether they were currently
homeless. This provision allowed for a broader exam-
ination of the very poor, many of whom are temporarily
homeless over a course of time depending on such
factors as housing, employment, and personal
circumstances.

Because of financial constraints, this preliminary sur-
vey sampled persons from only one setting where
poverty-stricken people are found. Although sampling
from more representative settings is needed before gen-
eralizations can be made to broader populations of im-
poverished groups, past research does suggest that
samples drawn from free-meal programs represent a
wider spectrum of homeless adults than samples drawn
from settings such as psychiatric or substance abuse
facilities that serve special subgroups (17, 18).

Survey information was collected on demographic
and behavioral factors, disease risk factors, health care
utilization, and environmental and economic condi-
tions. Participants were administered a questionnaire
containing both multiple-choice and open-ended ques-
tions by three health professionals. All interviews were
conducted in a separate room to allow for privacy and
to enhance the accuracy of responses.

To compare sociodemographic characteristics of the
study population with those of adults in the general
population, data from the following two comparison
groups were analyzed: the 1980 California census (/9)
and the 1982 California Behavioral Risk Factor Survey
(20). Data from the 1980 census represent a 20-percent
sample of all adults in California 25 years or older; the
Risk Factor Survey contains data on approximately
1,500 randomly selected California residents 18 years
or older.

Separate analyses compared persons with permanent
shelter (the nonhomeless poor) to those without perma-
nent shelter (the homeless poor) to examine whether
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Table 1. Demographic profile of the homeless and nonhomeless
poor, northern California, 1987 (percentages)

Shelter absent  Shelter present Total

Category (N=19) (N=52) (N=71)
Sex:
Male................... 68.4 32.7 423
Female................. 31.6 67.3 57.7
Age:
20-29........iiiinnn, 26.3 28.8 28.2
30-39..........00uinnnn 421 26.9 31.0
4049.................. 26.3 15.4 18.3
S0andolder............ 5.3 28.8 225
Race:
White .................. 73.7 63.5 66.2
Hispanic................ 15.8 30.8 26.8
Black .................. 105 5.8 7.0

Table 2. Economic and environmental conditions of the homeless
and nonhomeless poor, northem California, 1987 (percentages)

Shelter absent  Shelter present Total

Category (N=19) (N=52) (N=71)
Employed
Yes ....ooviiiiiiniann.. 31.6 19.2 122.5
NO...ovveiiiie 68.4 80.8 775
Below poverty level in
previous year:
Yes ..oooviiiiiiiniinn 100.0 100.0 2100.0
No.....ooiii 0 0 0
Place of residence:
Street .................. 68.4 0 18.3
Vehicle ................. 21.1 0 5.6
Emergency shelter ........ 10.5 0 28
Room .................. 0 385 28.2
Apartment or house . ..... 0 61.5 451
No access to residential—
Heat ................... 89.5 135 33.8
Running water........... 73.7 1.9 211
Hotwater............... 89.5 154 35.2
Bathing facility . .......... 89.5 5.8 28.2
Refrigerator ............. 84.2 7.7 28.2
Cooking facilities .. . ... .. 84.2 13.5 324

1This compares to 58.7 percent of the general aduit California population, as reported
in the 1980 census.

2This compares to 11.4 percent of the general adult California population, as reported
in the 1980 census.

subgroups within the study population exhibited dif-
ferent risk factors for ill health. Persons living in
trailers, rooms, apartments, or houses were classified as
having permanent shelter, whereas those living on the
streets, in tents, vehicles, or emergency shelters were
classified as having no shelter. To test whether the
homeless poor were significantly different from the
nonhomeless poor, the continuity adjusted chi-square
test was used except when more than 20 percent of the
cell expected values were < 5, and in these cases the
Fisher’s exact test was used.
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Results

Of the 80 age-eligible adults recruited for the sample,
71 agreed to participate, yielding a response rate of 89
percent. The profile of the study population (table 1)
shows that participants were primarily non-Hispanic
white adults. When the demographic characteristics of
the 71 respondents were compared with the 9 non-
respondents, there were no differences by race;
however, slightly more females and younger people
agreed to participate in the survey. Of the 71 partici-
pants, 73 percent were classified as having permanent
shelter and 27 percent as not having shelter.

The study population, especially those lacking shel-
ter, experienced a low standard of living as measured
by economic and environmental conditions (table 2).
Only 22.5 percent were employed compared with 58.7
percent of adults canvassed in the 1980 California
census. (As in several surveys of the homeless, how-
ever, the majority of the study participants indicated
that jobs were their most urgent need.) A large dif-
ference also existed between the study population and
California adults in the percentage of persons living
below the poverty line (100 percent of the study popula-
tion versus 11.4 percent of California adults). This level
of poverty persisted regardless of employment status or
government assistance. All participants reported
extremely poor living conditions, with large disparities
in access to heated rooms, running hot water, and cook-
ing facilities existing between the sheltered and non-
sheltered poor. Approximately 15 percent of the
sheltered poor reported no access to these fundamental
necessities compared with 90 percent of the non-
sheltered poor (P values <.001).

Because health care is often influenced by economic
and social conditions, we examined whether partici-
pants had health insurance coverage as well as how
recently they had seen a physician and received selected
types of preventive health care (table 3). The non-
sheltered poor were significantly less likely to have
health insurance coverage than the sheltered poor—78.9
percent compared with 26.9 percent had no health
insurance (P<<.001). In addition, the nonsheltered poor
were significantly less likely to receive screening for
hypertension or to receive routine dental care. Those
without shelter were also less likely to see a physician
or receive screening for cervical cancer, although these
differences did not reach statistical significance. It is
important to note that, regardless of the presence or
absence of shelter, almost none of the respondents
received routine dental care (overall 76.1 percent
reported no routine dental care in the 12 months preced-
ing the survey). Preventive dental care was even more
infrequent among the children of the respondents: 88



percent of the children under the age of 18 (N=43) had
never seen a dentist for routine care (not shown).

Although this survey was not designed as an indepth
evaluation of sociodemographic risk factors, prelimi-
nary data were collected on a set of such characteristics
(table 4). Despite the overall poverty level, two-thirds
of the study population had completed high school, and
more than one-fourth had completed at least some col-
lege. Ninety percent spoke fluent English. Although the
majority were in the age groups most likely to have
children, only 25 percent had dependents under the age
of 18 living with them. The large majority of those
interviewed were long-term residents of the community;
77.5 percent had lived in the San Jose area for 5 or
more years. (While this figure indicates a general sta-
bility within the local geographic area and possible
knowledge of health and social services, it does not
imply stability in housing.) Almost 20 percent had been
diagnosed as having hypertension, whereas 43.7 per-
cent were current cigarette smokers. At most, 23 per-
cent reported serious alcohol or emotional problems
(see definitions given subsequently). When these
sociodemographic data were stratified according to the
presence or absence of shelter, the only significant dif-
ference found was for cigarette smoking: 68.4 percent
of those without shelter reported being a current smoker
compared with 34.6 percent of those with shelter.

To evaluate whether the sociodemographic profile of
the study population differed from adults in the general
population, the findings in table 4 were compared with
data from the two comparison populations described in
the methods section. The percentage of those complet-
ing high school in the study population was slightly
lower than in the census population (66.2 percent com-
pared with 73.5 percent of adults in California). Inter-
estingly, slightly more of the study population than the
census population had completed at least some college
(26.8 versus 19.6 percent) despite the lower age cut-
point for the study population, which could create a
conservative estimate.

Possibly because of limited resources and children
being placed in foster care, the percentage of the study
population having dependents living with them was
much lower than that of California adults (25.4 percent
compared with 50.7 percent). Geographic mobility pat-
terns were almost identical in the two groups, with sim-
ilar percentages having lived in their communities for 5
or more years. While rates of hypertension in the study
population were similar to rates for adults from the Cal-
ifornia Behavioral Risk Factor Survey, smoking rates
were substantially higher (43.7 percent of the study
population compared with 28.0 percent of California
adults).

Although the study population did not report a sub-
stantially higher prevalence of alcohol or emotional

Table 3. Health insurance coverage and receipt of health care of
the homeless and nonhomeless poor, northern California, 1987
(percentages)

Shelter  Shelter
absent present  Total P1

Category (N=19) (N=52) (N=71) value

Type of health insurance:

None................oouuet 789 269 408 .
Medical..................... 211 423 366 <.001
Medicare ................... 0 154 113
Private ..................... 0 154 113
Physician visit:
In previous 12 months......... 579 808 746 .089
1-byearsago............... 368 135 197
Sormoreyearsago ......... 53 68 56
Blood pressure screening: )
In previous 12 months......... 632 885 817 .047
1-5yearsago............... 211 77 113
5ormoreyearsago ......... 158 38 7.0
Routine dental care:
In previous 12 months.......... 53 308 239 .005
1-5yearsago............... 421 519 493
Sormoreyearsago ......... 526 173 26.8
Papanicolaou test for women:
In previous 12 months........ 333 514 488 120
1-5yearsago............... 16.7 343 317
Sormoreyearsago ......... 500 143 195

1For these analyses, response options were collapsed and a chi-square test was per-
formed comparing the first response category with the remaining categories.

Table 4. Sociodemographic characteristics of the homeless and
nonhomeless poor, northemn California, compared with adults from
the California population, 1987 (percentages)

Study population

Shelter  Shelter

absent present Total P Comparison

Category (N=19) (N=52) (N=71) value population’
Education:
Less than high school ... 368 32.7 338 .805 26.5
High school graduate. ... 421 385 394 . 539
Some college or college
graduate ............. 211 288 268 ... 19.6
Dependents less than
18 years, at home:
None ................. 895 692 746 .080 493
1formore ............. 105 308 254 ... 50.7
Years lived in county:
Lessthan1............ 53 58 56 .135 (€]
=4 316 115 169 ... ?
Sormore ............. 632 827 775 ... 748
Risk factors:
Ever diagnosed as
hypertensive .......... 105 231 197 3200 200
Current cigarette
smoker............... 684 346 43.7 .023 280
Alcohol problems ........ 263 212 225 .750 20.0
Emotional problems.... .. 192 105 169 .240 140

1information on education, number of dependents, and geographic mobility represents
adults 25 years and older from the 1980 Califomia census, and information on risk fac-
tors represents adults 18 years and older from the 1982 Califomia Behavioral Risk Fac-
tor Survey.

2Unavailable from the o

parison populations.
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problems than the comparison population, data on these
two variables must be viewed with caution because of
possible differences in defining and reporting the data.
In this study, an alcohol problem was defined as drink-
ing enough to impair normal activities in the month
before the survey. An emotional problem was noted if
the respondent had ever been hospitalized for psychi-
atric care or had received counseling from mental health
professionals in the 12 months preceding the survey. In
the California Behavioral Risk Factor Survey, alcohol
use was assessed as episodes of heavy drinking and was
defined as having five or more drinks on a single occa-
sion at least once in the past month. Emotional prob-
lems were defined as occasional or frequent inability to
conduct daily activities due to stress during the past
year.

Discussion

This survey provided descriptive data on risk factors
for ill health among a group of poverty-stricken home-
less and nonhomeless adults. Overall, the sociodemo-
graphic profile of the study population was remarkably
similar to that of California adults: 66 percent had com-
pleted high school, 78 percent were long-term residents
of the community, and at most 23 percent reported
serious alcohol or emotional problems. Stratified analy-
ses revealed that risks varied according to the presence
or absence of shelter, with the homeless poor reporting
significantly less health insurance coverage, less pre-
ventive health care, and higher rates of cigarette smok-
ing. These results show that risk factors for ill health
differ significantly across subgroups of the poor and
suggest that impoverished groups of adults may be
more heterogeneous than previous researchers have
reported.

Comparison with Past Research

Findings from this survey both confirm and contrast
with results from other researchers who have examined
health profiles of low-income adults. Recent studies
have yielded fairly consistent demographic data on the
homeless and have countered the stereotype that the
homeless are poorly educated, transient people who are
burdened by large families. Several studies, for exam-
ple, have shown that the majority of homeless adults
have completed high school, are long-term residents of

their communities, and have few or no dependents (/3).

The high level of educational attainment among the
homeless has been especially consistent across studies.
Two recent studies in Illinois and Alabama (21, 22)
compared the educational level of the homeless in the
samples to that of the general population and found
similar levels, with approximately 55 percent having

408 Public Health Reports

completed high school. In this survey, 63 percent of the
homeless poor and 67 percent of the nonhomeless poor
had a high school diploma compared with 74 percent of
adults from the 1980 California census. These levels of
educational attainment among the homeless, which are
unexpected given research documenting the association
between low educational attainment and low socioeco-
nomic status (23, 24), may be true findings or may be
artifacts explained by inprecision in measurements.

For example, if higher education was measured as a
categorical variable, persons with only a few months of
technical training beyond high school could be com-
bined with persons with years of advanced, college
level education. Such imprecision could lead to an
unusual degree of error in studies that compare the
educational level of the homeless with adults from the
general population, since there may be a differential
proportion of persons with a modicum of advanced
schooling among the poor. If the reported levels of
education among the homeless are accurate, it is impor-
tant to learn whether some groups are at risk for home-
lessness because of low educational levels, while others
are at risk because problems such as alcohol or drugs
mitigate the positive effects of education.

Although past studies of homeless adults have
yielded fairly consistent findings on demographic vari-
ables, they have yielded inconsistent findings on other
variables, such as prevalence of psychiatric disorders
(7-10,12-14, 25, 26). Understanding reasons for these
inconsistencies is especially important, given the con-
troversy surrounding rates of mental illness among the
homeless. Psychiatric problems may be particularly dif-
ficult to measure accurately among the poor; however,
the disparate rates may also be explained by differences
in sampling strategies and definitions of mental illness.

For example, in a 1984 study, Bassuk and coworkers
(9) sampled homeless adults from a Boston emergency
shelter and reported that 91 percent had a primary psy-
chiatric diagnosis. In another study in 1983, Lipton and
coworkers (8) sampled homeless adults from a New
York City emergency psychiatric service and concluded
that 72 percent suffered from schizophrenia. Generaliz-
ing from these results, the authors estimated that 50
percent of New York’s homeless suffered from ‘sig-
nificant mental disability’’ (8). Other surveys have
sampled from settings representing a broader spectrum
of the homeless and have reported lower prevalence
rates (12, 16). In 1985, Roth and Bean (/2) sampled
979 homeless persons throughout Ohio and found that
31 percent had psychiatric symptoms serious enough to
require mental health services. Even lower rates were
reported by Snow and coworkers (/6), who sampled
911 homeless adults from Texas and concluded that 15
percent exhibited some evidence of mental illness.

Differences in defining mental illness may also



account for the wide disparity in rates of psychiatric
disorders reported among the homeless. This problem is
exemplified by a recent report that presented data on
psychiatric disorders among a sample of homeless men
and women from Baltimore (/4). Using the Diagnostic
and Statistical Manual of Mental Disorders, overall
prevalence rates of psychiatric disorders were estimated
at 91 percent for men and 80 percent for women. These
unusually high rates can be explained in part by the
aggregation of the most severe mental illnesses such as
schizophrenia and bipolar disorders with less severe dis-
orders characterized by depression and anxiety. Further-
more, these rates were based on currently active cases
as well as cases in remission. When the authors of this
and other studies (I3, /4) have reported disease-specific
rates, a much more conservative picture emerges.

Future Studies

To develop a coherent public policy for the homeless
and to resolve conflicting information about the health
problems of this population, future work must sample
representative groups, standardize the definitions and
measurements of variables, and conduct analyses to
explore how risk factors differ within subgroups of the
population. Identifying subgroups within the poor
whose risk profiles may vary is essential, given the
increasing diversity of those who are impoverished.
Unlike those in the past, the contemporary poor are
more heterogeneous and no longer confined to well-
delineated geographic areas. For instance, two sub-
groups with potentially different risk profiles for ill
health include the habitual poor, such as those with
chronic mental and alcohol problems, and the new
poor, such as those affected by unemployment or dis-
ruption of families. Other subgroup distinctions can be
made according to type of homelessness (for example,
chronic, episodic, situational), sociodemographic back-
ground (sex, race, educational level), age (youth, single
adult men and women, adults with children, elderly),
and personal risk factors (dysfunctional childhood,
alcohol, drugs, mental illness).

Future work must also consider environmental factors
that may adversely affect the health status of those liv-
ing in poverty (13, 27-29). Potential risk factors in the
social and economic environment include unemploy-
ment, lack of affordable housing, and inadequate health
insurance coverage. Since historically the most dra-
matic improvements in health among the poor have
been achieved when public health measures have tar-
geted environmental conditions, it is likely that pro-
grams that conceptualize change as a responsibility to
be shared by the broader community as well as the indi-
vidual person will be the most effective (28). This phi-

losophy, which views the social, physical, and
economic environments as important determinants of
health and social well-being, is advocated by Bassuk
and others (13, 30), who suggest that providing afford-
able housing, income maintenance, and assistance from
social service agencies may reduce rates of poverty, and
by Winkelstein (37), who argues that one’s risk factors
may predict mortality only when combined with one’s
social and environmental risk factors.

Future work must distinguish factors that predict pov-
erty from those that are a consequence of poverty in
order for preventive measures to be effective. For
example, a clearer understanding of the extent to which
demographic and health related factors contribute to the
loss of one’s shelter would provide valuable insights in
understanding the mechanisms associated with home-
lessness.

In summary, health professionals who conduct and
evaluate research on impoverished groups should be
mindful of possible biases introduced into studies
because of the difficulties in sampling representative
groups of the poor and in defining and obtaining precise
measurements of risk variables. To avoid stereotyping
the poor as a homogeneous group, investigators should
examine subgroups within the sample whose risk pro-
files for ill health may differ. Finally, to facilitate an
integrated approach to the study of poverty and disease,
researchers should address both the environments where
people live as well as personal factors that give rise to
and sustain poverty and poor health.
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In July 1987, a workshop was held to evaluate the
environmental health workforce. The workshop was
sponsored by the Bureau of Health Professions, Health
Resources and Services Administration of the Public
Health Service. Participants were drawn from State and
local agencies, Federal agencies, industry, and aca-
demia. Estimates of workforce needs were based on
background information and informed consensus judg-
ments of workshop participants. The final report of the
workshop was published in January 1988.

The authors synthesize some of the consensus judg-
ments and review data from a position paper developed
for the workshop. The supply, demand, and projected
need for new academicians in environmental health on
both graduate and undergraduate levels through 1992
are estimated. These estimates are based on the need



